Penyakit arteri perifer (PAD) 
INTRODUCTION
AHA defines the PAD as a group of disorders that arise due to stenosis or occlusion or dilatation of the aorta aneurismatik progressive and branches of non-coronary artery, including branches of the carotid, upper extremity, lower extremity visceral and branches. PAD is a marker of systemic atherosclerotic. The prevalence is estimated to be around 12% of the adult population that is more found in women. PARTNERS study suggests nearly 29% revenue obtained at the age above 70 years or at the age of 50-69 years with a history of smoking more than 10 pack per year, or 50-69 years old with a history of diabetes mellitus. Although the prevalence is quite high, PAD is often undiagnosed because of atypical clinical presentation or even no complaints at all (Hirschet et al 2006 , Mousa et al 2007 .
In most cases, PAD showing the process of atherosclerosis in the arteries of the lower limb (lower extremity arterial disease/LEAD), of which nearly 30% gain lesions in the iliac arteries with clinical manifestations such as intermittent claudication (Mousa et al 2007 , Tendera et al 2011 . Mousa et al 2007 , Tendera et al 2011 .
CASE REPORT

Case I
A man, Mr. BS, age 50, was referred from a heart clinic to undergo coronary angiography. Complaints of chest pain experienced since 6 months, especially when the activity being and complaints disappeared after the break. In addition, patients also complain of frequent cramps in the right leg when walking quite a distance, sometimes accompanied by a feeling tight in the hamstrings. Patients had a history of smoking at a young age. History of diabetes mellitus of the patient was since 5 years and patients-not regularly visit a doctor in the clinic to receive glibenclamide treatment and history of cholesterol.
Physical examination to get a general state of compost mentis, blood pressure 160/90 mm Hg, pulse 80 x/min, breathing 16 x/min and a temperature of afebrile. Head and neck were within normal limits. Heart and abdomen were within normal limits. Upper and lower extremities within normal limits. ABI measurement showed a value of 0, 83 in the extremities dekstra.
Laboratory tests showed Hb 14.3, 6800 leukocytes, platelets 230,000, HCT 41.7%, LED 11 mm/hour, BUN 18.9 g/dl serum creatinine 1.1g/dl, fasting glucose 369 g/dl, sodium 140, potassium 4.42, and HBsAg positive. Total cholesterol 244 g/dl; triglycerides 186 g/dl; HDL 41 g/dl and LDL 152 g/dl. ECG shows sinus rhythm 75 x/min, normal axis. Chest x-ray showed within normal limits.
Echocardiography shows valve-valve: mitral regurgitation and tricuspid regurgitation trivial, chamber dimensions in the range of normal, normal LV systolic function (EF 64%); LV diastolic function abnormal relaxation. Normokinetik LV segmental analysis showed no LVH.
Patients diagnosed with coronary heart disease + stage 1 hypertension dyslipidemia JNC 7+++ Diabetes Mellitus intermittent claudication pro evaluation and therapy 1-0-0 Noperten 5 mg, simvastatin 20 mg 0-0-1, 1-1-0 gliclazide, Fasorbid 2x5 mg and 1x100 mg Aspilet On January 30, 2011 coronary angiography performed by transfemoral access, but the wire stuck around dextral common iliac artery. Then arteriography in hand inject attempted. There is a suspicion of stenosis lesions in the abdominal aorta. The procedure is stopped and planned for coronary angiography and arteriography of the abdominal aorta in transradial.
On February 1, 2011 made by transradial coronary angiography. Results obtained: LMCA normal; LAD: 80% stenosis in the proximal, Cx: long lesions with a maximum of 70% stenosis in the proximal and RCA: subtotal stenosis in the proximal-mid. Aobdominalis aortic arteriography performed, and the results obtained subtotal stenosis of the dextral common iliac artery TASC B. Patients planned to do PTCA for coronary lesions and endovascular procedures for iliac lesions.
On March 29, 2011 percutaneous angioplasty therapy for lesions in dextral common iliac. Therapy begins with the left common femoral artery puncture, do reevaluation, and decided to do angioplasty with retrograde technique of ipsilateral access through the dextral femoral artery. The action begins with wiring passing lesion stenosis with wire rood runner RPC 0.035 260 retrograde past the lesion stenosis and successfully. Then predilataion was done with balloon Cook ATB advance 5 mm/40 mm followed by the installation of expanded stent Optimed Superflex 535 10mm/80 mm and continued with post-dilatation with a ballon Cook ATB advance 10 mm/40 mm, obtained outcome is good with residual stenosis 0%. Patients receive additional therapy 1x75 mg clopidogrel. The clinical evaluation of the patient prior to KRS obtained no more complaints of intermittent claudication ABI score with 1:08 on the right inferior extremity (grade +3).
Case 2
Mr AY, a male, age 73 years with complaints often feels pain in the right leg when walking some distance away. Patients had a history of smoking for a long time.
Patients showing a history of diabetes mellitus since 8 years, dyslipidemia and hypertension, and a history of coronary heart disease and stenting was performed in February 2010 and September 2011, and also got artery occlusion in dextral common iliac 1x75mg with Plavix therapy, Lipitor 40 mg 0-0-1, amlodipine 5mg-0-0, ISDN 2x5 mg, Lantus injection 10U 0-0-1. Laboratory tests showed Hb 13.7, 6510 leukocytes, platelets 188,000, HCT 41.7%, LED 11 mm/hour, BUN 25 g/dl serum creatinine 1.6g/dl, fasting glucose 85 g/dl, sodium 139, potassium 4.2, and HBsAg negative. SGOT/SGPT 21/38. ECG shows sinus rhythm 75 x/min, normal axis. Chest x-ray was within normal limits.
Echocardiography shows valve-valve: no visible abnormalities, chamber dimensions in the range of normal, normal LV systolic function (EF 64%); abnormal diastolic function LV relaxation, LV segmental analysis normokinetik, not found LVH. Patients diagnosed with coronary heart disease diabetes mellitus post PCI + + dextral common iliac artery occlusion.
On October 3, 2011 to be evaluated for lesions in the dextral common iliac artery arteriography with access via the left femoral artery. Outcome showed long lesions with a maximum of subtotal stenosis at the proximal and distal right common iliac artery TASC B. The approval of the patient and family, percutaneous angioplasty is done, starting with the right femoral artery puncture (ipsilateral), tried to do wiring lesion stenosis with wire Terumo 0.025 20 retrograde past the lesion stenosis and successfully. Then, the balloon Cook ATB predilatation with advance 7 mm/40 mm from the proximal to the distal proceed with the installation of expanded stent Sinus Superflex 535 8 mm/80 mm and continued with post-dilatation with a ballon Cook ATB advance 10 mm/40mm. Outcome is good with 0% residual stenosis. The clinical evaluation of patients before hospital discharge showed complaints of intermittent claudication was reduced by ABI score 1. 05 on the right inferior extremity (Grade +3).
DISCUSSION
Epidemiology of LEAD was reported from several studies in various European countries. Population study in Sweden in the population aged 60-90 years showed LEAD prevalence of 18%, while those suffering from intermittent claudication were 7%. Nearly a third of people have complaints typical LEAD. The prevalence of CLI is much smaller at around 0.4%. It is generally estimated incidence of CLI every year approximately 500-1000 new cases per 1 million population with the highest incidence was found in patients with diabetes mellitus. Framingham study states claudicasio intermittent incident in males approximately 0.4 per 1000 persons in the population aged 35-45 years and rose above 6 per 1000 people at the age above 65 years. The incidence in women about half than the incidence in males in the same age population. Amputation do around 120-500 per 1 million people per year. This trend has increased so that the epidemiology of LEAD are difficult to predict due to changes in the atherosclerotic risk factors that are difficult to control, such as smoking and diabetes mellitus. Several noninvasive examination helpful in diagnosis LEAD, among others ABI score, duplex ultrasound, ultrasound CW Doppler and pulse volume recording. ABI is an easy and inexpensive examination in the diagnosis of PAD, but had a sensitivity, specificity approaching the gold standard diagnostic for PAD, ie angiography, so this investigation into the initial screening is recommended in patients with suspicion of PAD. ABI value <0.90 is an indicator of the presence of significant stenosis lesion (Hirschet et al 2006 , Tendera et al 2011 , Liapis & Tzortzis 2004 .
Based on the characteristics of the structure and anatomy, lower extremity arterial system can be divided into three segments, namely: aorto-iliac, femoropopliteal and infrapopliteal arteries. The objective of endovascular stenting is (1) improve the conditions of primary insufficiency such as residual stenosis, extensive recoil flow, minimizes the risk of dissection and (ii) improve the long-term patency. Generally stenting avoided at the location of "bending" as the hip and knee joints, and the segment that is suitable for landing zone when the predicted action will be required bypass surgery (Tendera et Endovascular bypass surgery offers faster recovery, requires shorter hospital stay, requires no general anesthesia, maintains all options for extremity revascularization, allows for the preservation of the saphenous vein for the future use (CABG), may be repeated if necessary, may be combined with surgery to improve the inflow or outflow of surgical grafts placed, Considered the gold standard, has good long-term patency, and may be preferable to treat multiple conduit venous stenosis if available. However, the disadvantages are lower primary patency rate, reinterventions due to restenosis, limited used in presence of multiple level stenosis, cost benefit ratio for severe advanced PVD is debatable, higher rate of morbidity, potential systemic complication, typically requires general anesthesia, requires harvesting of saphenous veins and upper extremity veins, and precluding Reviews their use for CABG.
Selection of determining suitable candidates for revascularization therapy is determined case by case under the supervision of specialist endovascular and vascular surgery. Some things are a major consideration is the selection of therapeutic strategy anatomical suitability, comorbid conditions in patients, the ability and experience of the operator and also the preference of the patient's own (Caulfield et al 2005 , Dimitrios & Raman 2008 .
Several factors are predicted to affect the patency of action PTA include: (1) the nature and severity of lesions (2) the anatomy of the affected limb (3) clinical manifestations of the extremities due to lesions (4) the response angiography to the intervention (4) physiological responses of lesions of interventions (5) systemic factors such as diabetes mellitus, smoking, hypertension and hypercholesterolemia.
While the lesions are diffuse, small blood vessels, diabetes mellitus, women, critical limb ischemic, poor runoff and total occlusion provide a low patency. Several multivariate analysis states that the lesion stent patency rate at CIA lower when compared to the EIA (MacNeill & Rosenfield 2005 , Singh 2003 ).
Some conditions that contraindicate relative endovascular actions include: total occlusion, lesion length, atheroemboli, aorto iliac aneurysms, athero-embolic disease and the extensive bilateral lesions (Caulfield et al 2005) .
The actions of the PTA procedure is generally very similar to the PTCA procedures, including loading Aspirin (325 mg) was given a few days before the procedure and after the action of vascular access is obtained, prior to the intervention regularly, given heparin 2500-5000 units , MacNeill & Rosenfield 2005 , Gianluca & Paolo 2012 .
At the lesion revascularization in the aorto-ILLIAC segment, the approach may be required by one or more arterial access. Determination of access route will be chosen to be very important for the smooth action angioplasty and minimize the risk of complications. Various considerations in determining access options are: palpability of access arterial, the possibility of access into the arterial, predicted severity of the lesion if it is possible to reach from access arterial, avalibility of equipment used (wire, sheaths, balloon or stent), and the possible use of thrombolytic agents and projections angiography.
Some of the considerations in determining the choice of location of access and PTA techniques: (1) on the side ipsilateral retrograde approach through the common femoral artery access is an option on iliac lesion, unless obtained illiac artery lesions were located very distal and there is no lesions in the femoral artery area. Another advantage is that it can provide a "landing zone" and adequate support to the sheath. In the near the bifurcation lesions, this technique is extremely accurate positioning of the balloon or stent. (2) The approach antegrade recommended when (i) the target lesion located close to the common femoral artery or the base of the femoral artery, (ii) vascular distal lesions obtained scar or condition of common femoral artery highly calcified (iii) if the estimated position of a sheath would affect or hinder the process of revascularization and (iv) if the distal lesion revascularization performed, expected in inline position as the angulated lesions in the aortic bifurcation. (3) The approach of the brachial artery on the right and left considered severe bifurcation lesions, long lesions iliac occlusive indispensable where the coaxial wire manipulation. This approach should be avoided if planned for thrombolytic procedure. (4) On election occlusive lesions of the ipsilateral and contralateral access equally well depend on the high level of ostium lesions of common iliac and the inlet area in the femoral artery. Generally, the technique of simultaneous pair may break segment occlusion or lesions occlusive sometimes need access through the popliteal artery or approach to access brachial because it allows for the manipulation wire to the maximum , Liapis & Tzortzis 2004 , Singh 2003 , Gianluca & Paolo 2012 .
Selection of wire considered on several things, including nature of the lesion stenosis or occlusion, blood vessel diameter, turtoisity and compatibility of other tools. In general, the large blood vessel wire 0.035 "-0.038" is quite compatible, while the blood vessels are small wire 0.014" or 0.018" is quite compatible. In occlusion lesion is advisable to use wire with a sharp tip that makes it easy for crossing lesions and hydrophilic , Singh 2003 , Gianluca & Paolo 2012 .
Selection of the balloon should be adjusted to the recommended diameter segment. If the diameter of blood vessels is not known, it can be used intravascular ultrasound help to ensure the vessel lumen diameter. If not available IVUS underdilatation then performed on the lesion to avoid the risk of rupture. Ballon material is compliant or semicompliant provide benefits for oversizing compared with non-compliant balloon or high pressure ballon with more minimal risk of rupture , Singh 2003 , Gianluca & Paolo 2012 .
The use of an angioplasty stent as adjuvant therapy aims to enlarge the diameter of the lumen and provide support to the vascular lumen and decrease the incidence of complications and restenosis. Currently there are two types of stents for peripheral vascular angioplasty adjuvant that is balloon expandable stent (stent BE) and a self-expanding stent (SE stent). BE stents have a higher accuracy in the placement in the lesion area and have a high radial strength than the SE stent. BE generally more resistant to the risk of deformity after developed. While SE stent is known by the nature of the higher flexibility (Heuser & Henry 2008) .
Besides preferable depending on the operator, the selection of the type of stent also considered several factors, including morphology and location of the lesion. In lesions with high elastic recoil, such as calcified lesions or eccentrique plaques in the ostium of the CIA or EIA, BE stent is more advisable than the SE stent because it has a larger hoop strength. SE stent can have on the type of lesion length, which is less calcified lesions. Turtous lesions, the use of SE stent is not recommended, because of the risk of angulation and kinking of blood vessels in the distal stent. SE stent (nitinol, wallstent) should be used because of the nature of good flexibility and corformability on the vessel when developed. Nitinol stent is also highly suited to the lesions, which are located in transition area, which found a difference helping the blood vessel lumen diameter significantly (from CIA to EIA difference lumen diameter> 2 mm). In lesions osteal and nonosteal iliac lesion, BE stent is generally a recommended option, since stent placement easier with fairly good accuracy, and has a radial strength is good and radiovisibility better than SE , Liapis & Tzortzis 2004 , Singh 2003 , Gianluca & Paolo 2012 .
Several studies since 1990 meta-analysis, which compares the results of balloon angioplasty with stenting in iliac stenosis, showing long-term risk of failure is lower in stenting compared to balloon angioplasty, with patency within 3 years post procedure about 80-90%, almost the same as the patency of action revascularization surgery were approximately 91% in 88% of cases of claudication and CLI (Almahameed & Bhatt 2006 , MacNeill & Rosenfield 2005 , Singh 2003 ).
In 1993 the FDA approved the use of Palmaz balloon expendable stent to the lesion in arteries illiaca, which is indicated in cases of PTA failure (mean residual gradient of 5%, residual stenosis >30% or obtained dissection). In 1996 the self-expanding wall stent approved for the same indication. But the latest research results show that the hemodynamic and angiographic outcomes, post stenting minimal recoil effect, better than angioplasty. Therefore the indication of the use of stents in the iliac stenosis becomes more widespread (Singh 2003 , Caulfield et al 2005 .
The study meta-analysis by Bosch et al states from 2100 patients who underwent PTA in the area aortoiliac, outcomes use of stents are superior to balloon angioplasty alone with immediate success rate (96 vs 91%) with a 4-year patency rate of the lesion stenosis 77 vs 65% and Reviewed occlusion lesions 61 vs 54% (Caulfield et al 2005) Schurmann et al reported a patency rate of use of selfexpanding nitinol stent of 110 patients were followed up within 5 years of approximately 83% (Heuser & Henry 2008) . AHA provides guidelines for the evaluation of the results of percutaneous angioplasty for peripheral arterial lesions as follows:
In case I do PTA retrograde of ipsilateral lesion side, starting with the wiring and predilatation with balloons, followed the installation of expanded stent with good outcome, residual stenosis 0%. In the case of retrograde PTA II carried on the side ipsilateral to begin wiring passes stenosis and predilatation with ballon ranging from proximal to distal and proceed with the installation of the expanded stent with good outcome, residual stenosis 0%. Clinical data showed improvement and the evaluation of endovascular post ABI score showed grade +3.
Some of the complications that can occur in an angioplasty lesions in the aorto-iliac although the frequency is very rare that less than 6%, of which: (i) localized bleeding at the puncture area (5-18%) or retroperiteal, pseudoaneurysm, atrioventricular (AV) fistula (ii) occlusive thrombus on the side that performed angioplasty (iii) arterial rupture which can generally be overcome with the development of balloon rupture in the area, accompanied by a reversal of the anticoagulant effect and volume resuscitation and implantation of the stent graft (v) distal embolization. Systemic complications that can occur include: (i) renal dysfunction as a result of the use of contrast agents or thrombus embolism (ii) myocardial infarction (iii) CVA (iv) mortality and the incidence is less than 0.5%. The emergence of complications requiring surgical treatment is also very rare, ie less than 2% (Liapis & Tzortzis 2004 , Gianluca & Paolo 2012 , Caulfield et al 2005 .
CONCLUSION
It has been reported 2 cases of patients with the disease occlusive lower extremity with clinically Fontan 2 rutherfords 1 with the results of angiography subtotal common iliac stenosis TASC B in the first case and long lesions in common iliac artery with a maximum stenosis of 80% in the proximal and distal TASC B action angioplasty with the installation of self expended percutaneous stent with good results to be obtained from the clinical improvement and ABI score.
